Background {#Sec1}
==========

Depression is among the most common mental disorders in older adults \[[@CR1], [@CR2]\]. A pooled prevalence of depression of 17.1% \[[@CR3]\] is described in the group of people 75 years of age or older. Depression in old age is associated with various negative health consequences for the affected individual, e.g., poorer health outcomes of medical conditions, functional and cognitive impairment or increased, non-suicidal mortality \[[@CR4]--[@CR7]\]. Despite effective treatments being available \[[@CR8], [@CR9]\], late-life depression is often stated to be under-recognised and undertreated. A recent analysis of German health insurance data indicates that the proportion of patients suffering from depression and who are not treated according to guidelines, increases with age. Moreover, with increasing age, only few patients receive psychotherapy \[[@CR10]\]. Gum et al. found in a study with 1602 primary care patients that older adults preferred psychotherapy to antidepressants \[[@CR11]\]. However, in contrast to younger adults, older adults seek any kind of professional help significantly less often for mental health problems \[[@CR12]\]. Research identified different barriers faced by older adults seeking mental health treatment, e.g., the opinion that depression was normal in old age, transportation problems, insurance and payment concerns, lack of knowledge of how to access help or fear of stigmatisation \[[@CR13]--[@CR17]\].

Against this background, the improvement of care is an important objective, particularly in view of an increasing proportion of older adults in Germany and worldwide \[[@CR18], [@CR19]\]. In Germany, the number of individuals of the age of 80+ will almost triple and reach 11.6 million by 2050 \[[@CR19]\] which means the number of individuals suffering from late-life depression might also triple. Different studies suggest that patients' knowledge, beliefs and attitudes towards depression and the treatment thereof have an influence on aspects, such as help-seeking behaviour or treatment adherence cf. \[[@CR20], [@CR21]\]. Although patients' views may constitute potential barriers, they might also offer opportunities for managing depression. Consequently, the investigation of patient perspective seems to be essential in establishing an optimised management of depression. A qualitative research approach, in particular, allows a detailed exploration of patient perspective \[[@CR22]\].

In contrast to the growing number of patients concerned, there are only a few qualitative studies \[[@CR13], [@CR23]--[@CR29]\] investigating the views and experiences of patients 75 years of age or older with symptoms of depression. These studies focused on the views of, experiences with and barriers to depression treatment of minority groups or on specific aspects of the depression experience including the treatment and intervention of depression. Furthermore, these studies predominantly had broader inclusion criteria regarding age, thus patients younger than 75 years were also included. To the best of our knowledge, there has been no qualitative study investigating the views and experiences of older patients with symptoms of depression in Germany. Therefore, we conducted this study to explore the perspectives of German primary care patients 75 years of age or older regarding depression and its treatments. The aim of this study was to explore patients' knowledge, beliefs, attitudes and experiences with depression to subsequently derive potential barriers to and opportunities for the management of depression in late life.

Methods {#Sec2}
=======

This qualitative study interviewed 12 primary care patients 75 years of age or older with symptoms of depression in three German cities. The study was embedded in the multi-centre, primary care-based, cohort study AgeMooDe, which was designed to describe and compare the use of health services by primary care patients with and without symptoms of depression over the period of one year. Details of the AgeMooDe study were published elsewhere \[[@CR30]\].

The interview participants presented here were recruited from the AgeMooDe cohort study, i.e., within a primary care setting. The criteria for inclusion in the cohort study were: age of 75 years or older and having had at least one contact with their general practitioner (GP) within the last six months - regardless of the reason for the consultation. The exclusion criteria were: severe illness (probably fatal within three months), moderate to severe dementia, insufficient ability to speak and read German, insufficient ability to consent and those patients the GP barely knew due to an ad hoc consultation. An additional inclusion criterion for the qualitative study was: only patients with a score of ≥6 on the Geriatric Depression Scale (GDS) \[[@CR31]\] at baseline or at the 12-month follow-up in the AgeMooDe cohort study were selected for an interview. In every case, the most recent GDS score was taken. Aiming at diversity, patients were purposively selected based on their age and gender to achieve a diverse range of ages 75 years or older. Almost all participants of the AgeMooDe cohort study had agreed to be contacted for future research. Once this criterion was also fulfilled, potential participants were contacted in writing and by telephone. If the patient was willing to participate, an interview was scheduled at the patient's home or at the study centre. All participants were informed verbally and in writing about the nature of the study, the inclusion criteria, and the interview conditions in order to obtain their written informed consent.

Participants {#Sec3}
------------

Table [1](#Tab1){ref-type="table"} presents the characteristics of the study participants. The patients were between 77 and 91 years old (median: 81 years). According to GDS, all participating patients with a GDS score of 6 to 12 and a median GDS score of 8.5 showed symptoms of depression. During the interviews, nine patients described that they were currently suffering from depression or had suffered from it at one point in time and that they were receiving treatment. Three patients said that they have had no personal experiences with depression so far. Despite a GDS score ≥ 6 indicating underlying symptoms of depression, these patients did not identify themselves as suffering from depression.Table 1Characteristics of study participantsIDGenderAgeMarital statusLiving situationEducation level (CASMIN)^a^GDS Score^b^Personal experiences with depressionPatient Afemale75--80divorcedaloneIntermediate vocational qualification7YesPatient Bmale\>80widowedaloneHigher tertiary education9No^c^Patient Cmale\>80marriedwith partnerBasic vocational qualification11YesPatient Dfemale\>80widowedaloneGeneral elementary education6YesPatient Emale\>80marriedwith partnerGeneral maturity certificate10No^c^Patient Ffemale\>80widowedaloneGeneral maturity certificate8No^c^Patient Gmale\>80marriedwith partnerVocational maturity certificate7YesPatient Hfemale75--80marriedwith partnerHigher tertiary education10YesPatient Ifemale75--80marriedwith partnerBasic vocational qualification9YesPatient Jfemale\>80widowedaloneBasic vocational qualification6YesPatient Kmale75--80marriedwith partnerLower tertiary education12YesPatient Lfemale75--80widowedaloneBasic vocational qualification7Yes^a^Classification according to the CASMIN Educational Classification \[[@CR53]\]^b^The GDS-Score was documented \<1--9 months before the qualitative interview (median 2.0)^c^Three patients said during their interview that they have had no personal experiences with depression so far. Despite a GDS score ≥ 6, they did not identify themselves as suffering from depression

Data collection {#Sec4}
---------------

Semi-structured interviews guided by an interview guide were conducted in February and March 2014. This type of interview allowed for a certain structure in terms of questions which were of interest but always allowed the interviewer to vary the structure of the interview guide according to the interview situation \[[@CR32]\]. A first draft of the interview guide was literature based e.g., \[[@CR27], [@CR33]--[@CR36]\] and developed by an experienced psychologist which was then discussed in a working group of academics and clinicians focusing on qualitative research methods. The interview guide addressed the following topics: the patients' general knowledge of and beliefs about depression, their knowledge of and beliefs about the aetiology of depression and treatment possibilities, as well as their attitudes on how to deal with depression and people with depression. The guide also included questions about the participants' perceptions of what other people thought about people with depression, questions about their opinions on different treatment possibilities of depression, as well as questions about potential personal experiences with depression (see Additional file [1](#MOESM1){ref-type="media"}). Four interviews were conducted in each of the following cities: Hamburg, Mannheim and Bonn. With the exception of one interview, all interviews were carried out at the patients' homes. One interview was conducted at the Institute of General Practice/Primary Care of the University Medical Center Hamburg-Eppendorf. The interviews lasted between 31 and 93 min with a median of 47 min. All interviews were audiotaped and transcribed verbatim by trained research assistants.

Data analysis {#Sec5}
-------------

The interviews were analysed with MAXQDA 11 software using qualitative content analysis. This method is appropriate to systematically describe the meaning of specific qualitative material \[[@CR37], [@CR38]\]. First, each interview transcript was read completely to get an overall impression; consequently, interesting aspects had already been highlighted and memos had been written. Additionally, a summary containing important issues was drawn up for each interview. Thereafter, text segments were highlighted and assigned to the categories of a coding frame, consisting of main and subcategories. The topics included within the interview guide provided a framework for the inductive analysis based on the interview data. The analysis was performed predominantly by AS. To ensure a high quality analysis, the coding process was discussed regularly with HK and KH. In case of different data interpretations, consensus was sought and achieved. Data saturation, i.e. no new categories emerged in the analysis \[[@CR39]\], occurred after the 10th interview as the interviews no. 11 and 12 only added minimal new information.

Results {#Sec6}
=======

Figure [1](#Fig1){ref-type="fig"} gives an overview of the 14 categories grouped into four thematic fields deriving from the analysis of the interviews. Participants' experiences with depression and its treatment were woven into the respective categories; no additional categories were created to solely include the personal experiences of the participants because beliefs, attitudes, knowledge and experiences were always interconnected.Fig. 1Thematic fields and their categories derived from the qualitative interviews

Patients' general knowledge and beliefs about depression {#Sec7}
--------------------------------------------------------

### Symptoms, consequences and causes {#Sec8}

Participants described a variety of different symptoms of depression, such as, withdrawal, listlessness, exhaustion, lacking the courage to live or sadness. According to the interviewees, depression can result in suicide, loss of family and work, social isolation, loss of self-esteem and the feeling that the affected person is no longer her- or himself. Potential causes of depression in general, mentioned by the interviewees, can be classified as "caused by life-changing events" (e.g., loss of employment or illness) or triggered by "internal causes" (e.g., predisposition or hormonal imbalances).

### Depression in older adults {#Sec9}

According to the interviewees, depression does not only occur at a young age but also in old age. The participants stated age -specific causes, for example, the age-related increase of illnesses and deaths amongst relatives and friends in addition to "general" causes, such as loneliness, boredom, fear of care dependency and their own death. Some participants even believed that depression occurred more often later in life because of these age-specific circumstances and fears. One interviewee, who had suffered from depression since the death of his wife, added that he had never thought about being depressed in younger years, not even during the Second World War when he had suffered a gunshot wound."*"I' worked all my life. I never had time to think about being depressed." (Patient B/103).*"

### Treatment of depression {#Sec10}

Participants varied regarding their views on the treatment of depression. A few participants believed that depression was treatable. One participant explained that his answer was based on his own experience with the successful treatment of a past depression. Several other participants believed that not every depression was equally well treatable. Thus, the treatment success depended on the severity of the depression, the patients' readiness for treatment, whether the patient supported the treatment by being independently "active", or the persons' age. Answering the question: "Is depression treatable?", an interviewee replied:"*"No, I don't think so (...) not in my case. Not in old age anyway, maybe in my early years." (Patient D/215--370).*"

Among the participants was also the belief that the success of a treatment depended on the cause of the depression: depressions caused by life-changing events (e.g., divorce) or hormonal disorders could be treated easily, whereas depressions of unclear causes were more difficult to treat. A few other participants were unsure whether depression was treatable or whether others could help at all. One of the patients who was interviewed gave the following reason:"*"This depression, as we said, is something between heaven and earth, something not tangible." (Patient B/408--419).*"

Based on his experiences, another participant was sure that depression was not treatable. He also said that only people themselves could rid themselves from depression because it only existed in one's mind.

Patients' attitudes towards dealing with depression {#Sec11}
---------------------------------------------------

### Talking about depression within their social network {#Sec12}

It was a prominent attitude among the interviewees that they would not tell their social network- (e.g. family, friends and neighbours) when they felt depressed. At most, they would tell close relatives. Different reasons were given for this attitude: other people should not be burdened with one's problems, participants expected negative or unhelpful responses, feelings of timidity and shame were associated with talking about such topics, or the interviewees assumed that other people were not interested in listening to their problems. A patient also said, with regard to the question whether or not she would tell her social network about being depressed:"*"Well, if it \[depression\] affected me, well, not right away (...) because you think you have to deal with it alone at first." (Patient F/35--38).*"

Those interviewees who reported that they would talk about depression said that the others would notice it anyway. They also stated that they were sure to find empathy, or they themselves considered it helpful to speak about it.

### Talking about depression with physicians {#Sec13}

Several participants affirmed that they would or did talk with a physician when they felt depressed. However, some participants said that they would not immediately address depression with a physician, they would rather first try to solve the "problem" themselves. They also said that a conversation was only possible if the physician took sufficient time and showed interest."***Patient:*** *Yes, I would at some point \[talk about depression with a physician\]. Well, probably not right at the start, but I would do it.*" "***Interviewer:*** *What do you think his reaction would be?*" "***Patient:*** *Well, the doctors, that's the problem, they don't have time anymore and you would have to try and find a doctor who cares about the issue. (Patient F/41--46).*"

They also expressed their concern that physicians might not pay much attention to older patients' problems, as they regarded the treatment of older patients a waste of time. A few participants would not or did not talk with their physician when they felt depressed. On the one hand, this was due to a lack of trust and, on the other hand, due to the belief that they would not benefit from it when antidepressants had already been prescribed.

Attitudes towards people with depression {#Sec14}
----------------------------------------

### Patients' beliefs about other people's attitudes towards people with depression {#Sec15}

There was a widespread belief among the participants that other people had little understanding for people with depression and that depression was often not taken seriously or underrated. For example, participants believed that people with depression were still referred to as being "crazy" and that other people thought that people with depression were not ill but simply no longer wanted to work. The interviewed patients assumed the fact that depression was not visible like other disorders and that it was difficult to understand for non-involved persons were reasons for the low acceptance of depression. Particularly those who have no experience with this disorder, have little understanding."*"People don't think enough about it (...) what may be the cause of depression, what can be done against it. And very often it's not even considered a problem." (Patient K/143--144).*"

### Patients' attitudes towards people with depression {#Sec16}

Differently from the participants' beliefs on what other people thought about people with depression, participants expressed an understanding for people with depression saying that they felt sorry for those people because this disorder really affected their lives. They mentioned that they would take the disorder seriously. As a reason for their understanding, some mentioned their own experiences."*"There was no awareness of such a thing as depression a few years ago. I didn't know anyone apart from my niece. (...) It was so terrible that she committed suicide in the end. (...) I was 72. Actually, I was annoyed because I couldn't understand it properly. (...) But now? After more than 10 years had passed, I became depressed myself. (...) Only then could I understand her - because I had the same problem." (Patient D/1--2).*"

Patients' attitudes towards treatment possibilities {#Sec17}
---------------------------------------------------

### Medication {#Sec18}

Several interviewees considered medication helpful for the treatment of depression because they themselves have had good experiences with them. However, there were also patients who believed in the effectiveness of medication without having had personal experiences. Despite a positive attitude towards medication, fears of addiction or side effects were mentioned:"*"One has to be very, very careful with medication. But without medication -- it doesn't work." (Patient H/167--181).*"

Some participants said that they could not assess the effect of medication, but interestingly enough, they were rather sceptical. For example, one interviewee thought that medication was not a causal treatment but only had a dampening effect on depression. Another interviewee said that antidepressants had a sedative effect. The negative experience of becoming addicted to pills combined with the experience that medication could not cure depression were the reasons why one participant did not believe in medication efficacy.

### Psychotherapy {#Sec19}

Again, patients' opinions varied about the effectiveness of psychotherapy. A number of participants believed that psychotherapy was helpful in the treatment of depression. Similar to the medication issue, some participants based their assessment on their own or on others' experiences."*"I think it plays an important role in case of depression. (...) Well, in my opinion, it's one of the key aspects." (Patient E/129--134).*"

Participants emphasised the importance of a good relationship between patient and therapist, as well as the importance of the therapist's experience for a successful therapy. One interviewee believed that psychotherapy only made sense if the affected person was already feeling better. Another patient explained that she would like to do a second psychotherapy, but she did not know how or where to find a therapist.

At the same time, some interviewees did not consider psychotherapy helpful because of previous negative experiences or the belief that it was simply not beneficial for them, due to old age or for other reasons. Another patient was suspicious of psychotherapy. He feared that psychotherapists might manipulate people with words.

### General practitioners {#Sec20}

Some participants believed that a GP could only help with depression by referring the patient to a specialist or by prescribing antidepressants. In this context, patients also mentioned that they had no idea how a GP could help treat depression assuming that GPs did not know much about this disorder. The patients made this statement although several of them had mentioned having had conversations with their GPs about depression or depression associated symptoms."*"I mean, I have a GP who, without wishing to offend him, is not a psychiatrist or something like that. Anyway, he prescribes the pills if I want them but the decision to take them is mine alone, not his. (...) I would say, (...) that he might not know that much about it anyway."* (Patient G/62--69)."

Some other participants believed or had experienced that GPs could help treat depression through conversations or counselling. On the other hand, patients criticised that conversations were restricted because of time constraints. Again, a trusting relationship and the efforts of the GP were pointed out as being important whether or not a GP was able to help treat depression.

### Psychosocial treatments {#Sec21}

Participants were also asked about their opinions on guided exercise programmes, animal-assisted therapy and self-help groups, which all belong to the so-called psychosocial treatment. Regarding guided exercise programmes, participants believed them to be beneficial. Distraction was emphasised as being helpful. Interestingly, one participant said that she was not going to participate in such programmes until she was in a nursing home because programmes were close by and she would not have to walk so far.

With regard to self-help groups, participants predominately believed them to be beneficial because they facilitated contact to other people suffering from depression and offered a distraction. However, some of the interviewees considered self-help groups only appropriate for people with mild depression and not an option for everyone. Interviewees also viewed animal-assisted therapy positively."*"I have a pet. (laughs). I\'d like to have a few. (\...) I did have a cat... a cat and a dog. And that, I believe, is the best medicine."* (Patient A/176--183)."

### Other strategies {#Sec22}

Participants also mentioned other strategies on how to deal with depression. Several interviewees thought that having something to do, going out, and having contact to other people were helpful in coping with and preventing depression."*"I know from literature that you don't have to stay in bed and ponder all day. You can get up when you are awake. I would even say that this helps me a little."* (Patient G/15--16)."

One patient said that it was difficult for her to implement the above mentioned strategy on a regular basis because she did not have the financial resources to go swimming or out for a coffee. Praying and waiting until an episode of depression got better were experienced as being another helpful strategy. Further aspects that were considered important were the presence of a loving person, taking care of others and the feeling they got when physicians gave the impression of really understanding their psychological problems and sorrows.

Discussion {#Sec23}
==========

Main results {#Sec24}
------------

This qualitative study explored the views and experiences of German primary care patients 75 years of age or older with symptoms of depression. The patients in our study did not have uniform ideas about depression: we found that patients were partly well-informed about depression with positive attitudes and beliefs in treatment possibilities. However, we also found views that indicated misconceptions about depression. Another major result of our interviews was older patients' limited willingness to talk about depression with family, friends and neighbours. As reasons for not talking about depression, participants mentioned a fear of negative reactions or the belief that others would be burdened by it. Furthermore, patients believed that other people in general had little or no sympathy for people with depression. Some patients considered the GP a contact person in case of an episode of depression and helpful in treating depression; however, our results also showed that some patients believed that GPs played an insignificant role in the treatment of depression.

Strengths and limitations {#Sec25}
-------------------------

To the best of our knowledge, this is the first qualitative study investigating patients' views on and experiences with depression focusing on German primary care patients 75 years of age or older. However, there are limitations regarding the generalisability of our results. Firstly, all interviews were conducted with German primary care patients with symptoms of depression and living in the cities of Hamburg, Mannheim, and Bonn - each of these cities had 300,000 or more inhabitants. Patients living in rural areas might have other knowledge, beliefs, attitudes and experiences regarding depression and the treatment of depression. Secondly, we only interviewed patients who were willing to participate in an interview focusing on a topic as sensitive as depression. The views and experiences of these interviewed patients might differ from those of other primary care patients 75 years of age or older with symptoms of depression. Thirdly, we interviewed some patients who did not consider themselves as suffering from depression despite their GDS score ≥ 6. However, as the GDS had been completed between one and nine months prior to the interview, the scores might have been different at the time of the interview. Fourthly, the sample size of 12 interviews was relatively small. Although we experienced data saturation, we cannot be completely sure to have comprehensively captured the perspectives of older adults on depression and its treatment. Fifthly, by using qualitative content analysis, we were able to get a broad insight into the knowledge, beliefs, attitudes and experiences of older primary care patients with depression and the treatment thereof. To deepen the knowledge about the views and experiences of adults 75 years of age or older, we recommend further in-depth qualitative research to be able to explore the identified issues more comprehensively.

Barriers and opportunities for the management of depression in late life {#Sec26}
------------------------------------------------------------------------

In the following text, we discuss our results with respect to potential barriers to and opportunities for the management of depression in late life identified in the patient narratives. Some of our study participants seem to be well informed about depression and its treatment and believe in the efficacy of different treatment options, such as medication or psychotherapy including psychosocial treatments. Studies have shown that positive beliefs and attitudes about treatment efficacy influence their utilization and individuals' intention to seek help \[[@CR20], [@CR40], [@CR41]\]. However, our results provide evidence that patients 75 years of age or older have also views that may have a negative impact on seeking help as well as on the acceptance of and adherence to treatments. Thus, some interviewees believed that there was no treatment for depression, that old age was a reason for reduced treatment success or that antidepressants were associated with strong side effects. Other studies also identified misconceptions about depression in older adults \[[@CR13], [@CR25], [@CR27]\]. Givens et al. found that fear of addiction was the most common reason for older adults to avoid taking antidepressants \[[@CR27]\]. However, our results indicate that past negative experiences with treatments may be an additional reason why patients do not believe in the efficacy of treatments. Consequently, this aspect also needs to be considered as a potential barrier to the management of depression. Insecurity in the search for therapists was mentioned to be a definite barrier to the use of psychotherapy.

Our results suggest that a fear of stigmatisation represents another potential barrier towards the treatment of depression. Our interviews showed that patients would rather avoid talking within their social network about depression due to shame or fear of encountering negative reactions. This fits the findings of participants' beliefs that other people have little acceptance of people with depression, even if they themselves do accept them. An individual's perception of other people's stereotypes or prejudices about people suffering from depression is often referred to as a perceived (public) stigma \[[@CR42]--[@CR44]\]. Sirey et al. show that adherence to pharmacotherapy by patients with depression can be predicted by the level of perceived stigma: patients with a lower perceived stigma are more likely to show medication adherence than patients with a higher perceived stigma \[[@CR21]\]. However, research that investigated the association of perceived public stigma with attitudes towards professional help-seeking, intention to engage or engagement in mental health treatment, or general help-seeking behaviour did not produce uniform results \[[@CR42], [@CR44]--[@CR48]\].

Another reason why participants avoided talking about depression was the conviction that other people should not be burdened with your problems and that you had to deal with depression yourself. This belief was also present in the qualitative studies of Lawrence et al. and Switzer et al., who both identified individual responsibility of dealing with depression to be a central issue in people 65 years of age or older \[[@CR28], [@CR29]\]. Conforming with these studies, we also found that older adults believed in self-help by being active. However, our results indicated that the distance to exercise programs and other activities including the lack of financial resources, were potential barriers for older adults wishing to engage in such activities.

Even though several participants seemed to be open to discuss a long-lasting sadness with a physician, patients criticised that physicians often had very little time for personal conversations. Sufficient time was mentioned to be a precondition for talking about depression. Patients' concerns that physicians might give lower priority to the problems of older adults also seemed to present a barrier. Both aspects might have influenced patients' willingness to seek professional help when feeling depressed.

Since GPs are the main medical point of contact for older people, we investigated patients' beliefs regarding the helpfulness of GPs. Participants mentioned various possibilities how GPs could help with depression but our results also suggested that older patients did not always consider GPs to be competent contact persons for depression assuming that GPs had limited abilities. Remarkably, this attitude was also present in participants, who apparently had talked with their GPs about psychological problems or were treated for depression.

Implications {#Sec27}
------------

Our results enable us to offer suggestions for an optimised management of depression in the age group of patients 75 years or older.

Older patients may have misconceptions about depression. Age-specific information about depression in late life conveyed, for example, by information booklets, together with their GP, could be beneficial in improving older patients' knowledge on the topic. Focus should be on information about how treatments can be used to manage depression. Particularly with respect to psychotherapy, older adults might need more support to engage in this type of treatment. Older patients with depression may have had negative treatment experiences and, therefore, may be sceptical about treatments. Information on the variety of treatments including information and discussion on how treatments have changed over the years might help patients accept a specific treatment. Furthermore, the information provided should also mention the importance of GPs as main contact persons in the treatment of depression and encourage patients to proactively communicate psychological problems with their GPs. It is also important that professionals are aware of potential fears of stigma in older patients and encourage patients to believe that depression is a recognised disorder with many treatment options. However, research is needed to investigate the effectiveness of such age-specific information on help-seeking behaviour and treatment in patients 75 years of age or older.

Patients' perceptions that physicians are generally short of time seems to be another barrier to the management of depression. GPs in particular, who often treat comorbidities in their older patients, may agree on consultations taking the time to talk about psychological or emotional issues, contrary to consultations where physical complaints are the main reason for consultation. These "time slots" may help patients address psychological problems and allow conversations about patients' feelings and opinions regarding a current treatment for depression.

Trying to be active is one way older primary care patients can cope with depression. They also seem to be open to psychosocial therapies. However, some patients view depression as something where others cannot help. A chance to improve depression management may be in supporting older patients with depression to help themselves. In addition to targeted information on nearby community services, collaborative care models located in the primary care setting, which also promote patients' self-management, seem to be promising care models for older primary care patients \[[@CR49]--[@CR52]\].

Conclusions {#Sec28}
===========

It is important to understand the perspectives of depression in primary care patients 75 years of age or older because patients' beliefs and attitudes may affect treatment outcomes and help-seeking behaviour. Findings of this qualitative interview study indicate that patients' views on and experiences with depression and its treatment methods are multifaceted: some patients seem to have positive beliefs and attitudes about depression and its treatment possibilities. However, this study also identifies views that may constitute barriers towards the management of depression in late life.

Additional file {#Sec29}
===============
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GDS

:   Geriatric Depression Scale

GP

:   general practitioner

**Electronic supplementary material**

The online version of this article (10.1186/s12875-017-0684-3) contains supplementary material, which is available to authorized users.

The authors would like to thank all interviewees for participating in this study and sharing their ideas, knowledge about and experiences with depression.

Funding {#FPar1}
=======

This study was funded by the German Federal Ministry of Health (BMG/BVA grant number: II A 5--2513 FSB 014). The sponsors had no role in the design and conduct of the study, data collection, analysis, and interpretation of the data, nor in the preparation, review and approval of the manuscript.

Availability of data and materials {#FPar2}
==================================

The data of this paper is based on the transcripts of twelve audio-recorded interviews with primary care patients 75 years of age or older. Data supporting the findings of this study are found in the translated quotes as seen in the results section of this article. However, to protect the participants' identities, the full data of this study (transcripts and audio files) will not be made available to the public.

All authors qualify as an author according to the ICMJE guidelines. They have read the final draft of the manuscript and have revised it for important intellectual contents. All authors have read and approved the final version of this manuscript. In the following we highlight the particular commitment of individual authors in certain areas: HK, JS, WM, SW, BW, HHK, SRH, and MS made substantial contributions to conception and design of this study. AS and JW conducted the interviews. BW, SM and JOB monitored the data collection for the entire study. AS, HK and MS developed the research questions. AS predominantly performed the qualitative analysis. As part of the analysis, HK and KH regularly discussed the results of the coding process with AS to ensure a high quality analysis. AS wrote and revised the first draft of the manuscript, HK and MS contributed significantly to subsequent manuscript revisions.

Ethics approval and consent to participate {#FPar3}
==========================================

The study protocol for this qualitative study was approved by the ethics committees of all participating centres (Ethics Committee of the Medical Association of Hamburg (reference MC-363/13), Ethics Committee of the Medical Faculty, University of Leipzig (reference 329/13-ff), Medical Ethics Committee II of the Medical Faculty Mannheim, Heidelberg University (reference 2013-658 N-MA), Ethics Committee of the Medical Faculty, University of Bonn (reference 368/13)). All participants gave written informed consent to participate in the study.

Consent for publication {#FPar4}
=======================

Not applicable.

Competing interests {#FPar5}
===================

The authors declare that they have no competing interests.

Publisher's Note {#FPar6}
================

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.
